The objectives of this investigation were to assess the psychiatric comorbidity and patients' satisfaction with treatment in a sample of 73 men with erectile dysfunction (ED) who were consecutively admitted to an andrologic outpatient centre.
Introduction
Erectile dysfunction (ED) is the most common sexual disturbance in men. It may occur in isolated state or in combination with other disturbances such as premature ejaculation or loss of libido. Erectile dysfunctions are associated with a considerable loss of self-con®dence in the affected men, and are often kept secret for a long time. So, it is not surprising that no precise data exist for the prevalence of erectile impotence, and it is generally assumed that a high percentage of cases remain undetected. In Germany, estimates range up to 3 to over 7 million affected men. 1 Erectile dysfunction may be attributed to organic factors, or may be primarily psychogenic. While in the past many authors assumed that somatic disturbances were of secondary importance in the etiology of erectile impotence, there is a tendency today that psychological factors receive too little attention. The author's theoretical background and clinical experience plays an important role in their evaluation of the relevance of the different factors contributing to etiology. The percentage of somatic or psychological disorders in a group of patients with erectile dysfunction depends largely on sample selection. 2 For these reasons, empirical data from an interdisciplinary working group investigating unselected patients may contribute to a better understanding of the etiological factors involved in erectile impotence and their complex interaction. Results of initial psychiatric examination, stability of diagnostic classi®cation and patients' satisfaction with the chosen treatment were main subjects of this paper.
Materials and methods
The sample originally comprised 75 men who were referred by their general practitioners or urologists to the joint working group`Erectile dysfunction' of the Urological and Psychiatric University Clinic at HomburgaSaar for assessment and therapy.
At ®rst, possible somatic factors were assessed in the andrological centre. This was followed by a psychiatric consultation, independent of whether psychological factors were considered relevant to the onset and maintenance of the disturbance or not. Hence there was no selection of patients prior to the psychiatric examination. The clients were informed about the purpose of the study and gave their consent to participate.
In addition to a clinical examination, the urological assessment included biochemical assays of sexual hormones (testosterone, prolactin). Furthermore, to clarify the vascular status, every patient received pharmacological provocation of erection by intracavernous injection of prostaglandin E1 or a papaverineaphentolamine mixture with subsequent cw Doppler ultrasound examination (in some cases duplex sonography) of the penile arteries. Patients who did not respond to intracavernous injection were examined by cavernosometry and cavernosography. Neurophysiological examinations (including pelvic¯oor EMG) were carried out in selected cases.
At the psychiatric consultation a semistructured interview was carried out including a detailed psychosexual history. In addition, patients were asked to complete the revised Freiburg personality inventory (FPI-R). 3 This questionnaire is widely used in Germany for the assessment of personality factors. It consists of 138 items that are classi®ed in twelve subscales like for example,`satisfaction with life',`aggressivity' or`extraversion'.
Psychiatric diagnoses were based on relevant psychopathological ®ndings during examination such as cognitive or mnestic disturbances, for example in the case of organic psychosyndromes. Additionally results of neurological examination, EEG and computed cerebral tomography were considered. For psychiatric classi®cation ICD-9 was used which allowed a differentiation of several forms of depressive disorders. 4 After diagnostic procedures were ®nished the patients were assigned to one of three etiological groups following interdisciplinary consensus. The ®rst group contained only patients for which an organic cause of the erectile dysfunction was considered certain. The second group comprised patients who showed no relevant somatic ®ndings, but clear evidence of psychological factors causing their sexual disturbance. In these cases erectile dysfunction was dependant on special situations, or only prominent with some partner(s). Most often the disorder had developed in a direct temporal relationship to acute life-events or to the exacerbation of chronic personal con¯icts. For patients in the third group it was not possible to attribute their disorder to one single cause or de®nite etiology (socalled`mixed' group). Finally, treatment was offered to all patients.
The follow-up was carried out 30 months later. Therefore all patients were asked by letter to come for a personal examination to the Psychiatric University Clinic. In addition to a semistructured interview patients should complete the Freiburg personality inventory again. If a personal examination was not possible, the patient was sent a questionnaire. Two patients were interviewed by telephone.
Statistical evaluation was carried out using the programme packages Statgraphics and SPSS. The signi®cance level was set at 5%.
Results
The diagnosis of erectile dysfunction could not be con®rmed in two patients after they had completed the interdisciplinary assessment. One was diagnosed as suffering from endogenous paranoid psychosis, the second patient had a severe neurotic disorder in form of hypochondriasis.
Forty-nine percent of the remaining 73 patients had a primary organic cause of erectile dysfunction (group I). In 33% of the patients the typical constellation of symptoms and the absence of relevant somatic ®ndings indicated a psychogenic cause (group II). In 18% of cases both organic and psychological factors contributed to the onset and maintenance of the sexual disorder.
The age of the patients ranged from 22±67 y. Men with an organic erectile dysfunction were signi®-cantly older than patients with a psychogenic etiology ( Table 1) . A mean duration of the erectile dysfunction of 44.67 AE 40.83 months was reported. In this regard, patients with a biogenic cause reported waiting longer before consulting the andrological outpatient centre. However, only the difference between groups I and III was signi®cant. The majority of patients were living in a stable partnership, but about half of them were not satis®ed with the quality of their relationship.
In 63% of all patients the psychiatric examination revealed pronounced psychopathological symptoms and a psychiatric disorder was diagnosed according to ICD-9. 4 In group I organic psychosyndromes (nonpsychotic) resulting predominantly from cerebral vascular diseases were diagnosed most often Erectile dysfunctionÐpsychiatric aspects D Caspari et al ( Table 2 ). This was followed by depressive reactions and a few cases of alcohol abuse or alcohol dependency. In patients with a psychogenic etiology personality disorders were found most frequently manifesting as passive or asthenic character, followed by reactive depressions, but also hypochondriasis. Only one case of monopolar depression was diagnosed. Depressive reactions predominated among the patients in group III again. The results of psychological testing did not show any signi®cant differences between the three groups on the twelve subscales of the Freiburg personality inventory. 3 Compared to a representative sample of the general population the average pro®le of patients was in the normal range.
Following comprehensive clinical assessment 28 patients started with intracavernous self-injection therapy. Twenty of these men clearly suffered from biogenic erectile impotence and eight subjects belonged to group III. Forty-three percent of the patients suggested for self-injection therapy showed psychopathological ®ndings. Five patients suffered from depressive reactions, organic psychosyndromes were diagnosed in four, and three had substance abuse problems.
Forty-one (56%) of the patients could be contacted for the follow-up examinations after a mean period of 29.4 AE 5.0 months. Three men had died during the follow-up period, two by acute heart diseases, and one in a diabetic coma. Six patients had changed their address and therefore could not be reached, 23 failed to respond to the follow-up letter. A personal examination was possible in 32 patients, 7 men sent back the completed questionnaire, and in two cases a telephone interview was carried out.
The diagnostic classi®cation had to be changed for two patients only on the basis of the results of the follow-up examination. These had both originally belonged to group III. One man was re-assigned to the group with organically-induced erectile dysfunction. This was a patient in whom re-examination had shown venous insuf®ciency (so-called`leakage'). In the second case the patient clearly described the disorder as dependent on partner and situation, and so the condition was obviously of a psychogenic etiology.
Thirty-seven patients gave details of their treatment at follow-up (Table 3 ). Seventeen out of twenty (85%) patients with organic erectile dysfunction had received some kind of treatment during the followup period. Only ®ve out of 10 men (50%) with a psychogenic cause had ever started therapy. In group III, six out of seven clients (86%) had been treated.
Fifteen of the 28 patients (54%) with a therapy in the follow-up period were not satis®ed with the treatment results. Patients with organically-induced erectile dysfunction gave the most negative reports, while patients in groups II and III tended to rate treatment more positively.
Seventeen patients reported having carried out intracavernous self-injection at some time. However, only six patients (35%) had done so regularly, 11 patients (65%) had dropped out of treatment.
Discussion
The results of this investigation illustrate the problems involved in interdisciplinary assessment of patients with erectile dysfunction. As clinical experience can show, some patients may be referred to an andrological clinic or special urological outpatient centre for whom after a meticulous history and clinical examination the diagnosis of erectile dysfunction cannot be sustained. These were patients with a relevant psychiatric disorder such as paranoid psychosis or pronounced hypochondriasis. Table 3 Results of follow-up: details about treatment of n 37 patients
Number of patients evaluated 20a36 10a24 7a13 Number (%) of patients treated during follow-up period 17 (85%) 5 (50%) 6 (86%) Number (%) of patients satis®ed with treatment 6 (35%) 3 (60%) 4 (66%)
Erectile dysfunctionÐpsychiatric aspects D Caspari et al Furthermore, in a certain percentage of patients with con®rmed erectile dysfunction, it was not possible to assign the disturbance de®nitely to one single cause even after thorough diagnosis, a result that has been con®rmed in other studies. 5, 6 In our sample this accounted for 13 out of 73 (18%) of the referred men. Even at a follow-up examination only two of these patients could be assigned to an etiology with certainty as a result of additional information or newly acquainted organic ®ndings.
A somatic cause of erectile dysfunction was originally found in 49% of the patients, psychogenesis in 33%. The only signi®cant difference considering the sociodemographic data of these two groups concerned the age of the clients. The results of the psychological examination using the Freiburg personality inventory could not contribute to a differentiation of the etiologically different groups. Comparable results are known from literature under consideration of other questionnaires. Therefore patients with organic erectile dysfunction showed as many if not more anomalies in the Minnesota Multiphasic Personality Inventory (MMPI) than patients with a psychogenesis.
7±9 Even a questionnaire specially developed for patients with sexual disorders was not able to differentiate more sharply. 10 On the other hand, psychological tests can certainly provide important additional information for clinicians which, for example, can prompt deeper exploration of the patient and contribute to treatment planning.
Until now, the frequency of psychopathological symptoms and psychiatric diagnoses in patients with erectile disorders has received relatively little attention. The published data usually refer only to patients with a psychogenic disorder, and there are no details of the total group of patients with erectile impotence. 11 In this present study we tried to avoid this form of selection. All patients who had been referred to an andrological outpatient centre also underwent psychiatric examinations. Overall these patients showed a high percentage of psychopathological features, 63% were assigned psychiatric diagnoses according to ICD-9. The most common diagnoses in the whole sample were depressive disorders. Mauri et al 5 had also found psychiatric diagnoses in 69.7% of their patients, namely depressive disorders in 42.4%, and anxiety disorders in 27.3%. An important feature of our results is that 23 out of 36 patients (64%) with erectile dysfunction of organic etiology were diagnosed as having a psychiatric disorder. Our clinical experience underlines that these ®ndings are highly relevant for treatment planning. Therefore, for instance, intracavernous self-injection therapy should be recommended with caution only for patients with relevant organic psychosyndromes, and accompanying psychiatric or psychological therapy is often indicated for patients with a depressive disorder and organic erectile dysfunction.
The follow-up examinations demonstrated that most patients with organically-induced erectile dysfunction undergo some form of treatment, but are often not satis®ed with the results. Only a small proportion of the patients persisted with long-term intracavernous self-injection treatment. Of course, our data should be interpreted with caution because of the relatively small number of patients that could be reevaluated. But in accordance with the results from our study, other investigations also presented high drop-out rates and limited acceptance of intracavernous self-injection as long-term therapy. 6, 12 This may partly be due to the fact that organic treatment options like intracavernous injections or vacuum devices are erec aids, that are not comparable to natural physiology.
Only half the patients with psychogenesis took up the treatment offered. This may be interpreted as resulting from a ®xation on organic causes or as a form of defence against psychological in¯uences that often can be observed in routine clinical practice. However, these assumptions could not be pursued further in this present study.
Overall patients had reported a mean duration of erectile disorders of nearly four years. Therefore one might expect chroni®cation of the disorder in a majority of clients before adequate assessment could be made and treatment initiated. Of course, this fact and the high percentage of psychiatric comorbidity may have in¯uenced drop-out rates and lack of satisfaction with treatment results profoundly.
Conclusions
Patients with erectile dysfunction exhibit a considerable rate of psychiatric comorbidity. Close interdisciplinary co-operation, in particular between urologists and specialists from the ®elds of psychiatry andaor psychology, has proved to be essential. There is a need for research concerning in particular differential treatment assignment and long-term care for the patients. Moreover, special attention should be paid to potential factors motivating patients to enter therapy and to the long-term acceptance of the treatments offered.
